As a primary factor of technological innovation, process orientation contributes significantly to an organization's overall productivity and quality improvement. While this proposition has been confirmed for profit-oriented organizations of various industries, little research exists that validates the same statement in the healthcare sector. This paper proposes and evaluates a theoretical model that investigates the effect of process orientation on hospitals' competitiveness and performance. The concept of the balanced scorecard is applied to comprehensively cover all facets that constitute healthcare quality innovation. A set of hypotheses is proposed conceptualizing the direct and indirect effects of process orientation on hospitals' performance (identified as patient satisfaction and financial performance) through an increase of integral competitiveness (identified as workforce conditions, operational performance and clinical quality). The model is empirically tested by means of a questionnaire-based survey among clinical and administrative management of hospitals in Switzerland. 145 complete questionnaires from 129 hospitals are analyzed. Statistical results affirm that process orientation significantly enhances hospital performance. Workforce conditions and clinical quality prove to have a significant positive effect on patient satisfaction, whereas the hypothesized positive effect of operational efficiency on patient satisfaction is not supported. Moreover, results attest the positive effect of workforce conditions and operational efficiency on financial performance, while rejecting the effect of clinical quality on financial performance.
INTRODUCTION
With hospitals increasingly being pushed into competitive market structures, hospital management has been vigorously searching for managerial solutions to streamline their operations in order to reduce cost and yet to maintain a high quality of care (Bragato and Jacobs, 2003; Pai and Huang, 2011) . Hospitals pursue both transparency and comparability of both costs and quality of inpatient care (Donahue and Zeckhauser, 2011) . Process orientation might be one solution for hospitals to achieve the two goals, though there are a few empirical researches available on performance-related benefits of process orientation in hospitals (Vera and Kuntz, 2007; Yarmohammadian et al., 2014) . In this regard, our research confirms that the adoption of process orientation has a positive impact on the internal performance of a hospital (Hung, 2006; Kohlbacher, 2010; Skrinjar et al., 2008) .
Furthermore, our findings imply that a positional advantage of the hospital may emerge through which it may be able to attract more capable and motivated personnel (Cleven et al., 2014) .
According to the studies in other industries, such as manufacturing, finance or logistics, process orientation is recognized as an organizational capability that is related to continuous quality improvement and performance increases (Mettler and Rohner, 2009a; Zairi, 1997) . In the healthcare sector, process orientation has been introduced in various models (Axelsson et al., 2014; Cleven et al., 2014; Leggat et al., 2015) . Our research is uniquely designed to connect process orientation in hospitals with their performance: qualitative performance and financial performance. The measuring of hospital performance, in contrast, has long been subject to intense research (Fottler, 1987; Griffith et al., 2002; Marley et al., 2004; Mettler and Rohner, 2009b) . Among many approaches to measure performance, the Balanced Scorecard (BSC) has become common practice for measuring and guiding hospital performance (Albertsen and Lueg, 2014; Chang et al., 2008; Mutale et al., 2014; Walker and Dunn, 2006; Wu and Chen, 2014) . Hence, our study builds upon the concept of BSC and develops a set of hypotheses about how process orientation affects hospital performance. Particularly, we designed to test if the link between the workforce conditions and clinical quality has an effect on patient satisfaction and operational efficiency.
Given the specific context of the Swiss healthcare sector, which is impaired by a case-based remuneration scheme through which hospitals have to finance their running costs and long-term infrastructure investments, a purpose of this study is to perceive process orientation also as an important antecedent of financial performance. We therefore also tested the relationships among process orientation and overall outcomes of hospital
performance.
In what follows we will describe a set of hypotheses about how process orientation affects important outcomes of hospital performance. We then present evidence from a field study that we designed to test these hypotheses. The results show that workforce conditions and clinical quality prove to have a significant positive effect on patient satisfaction, whereas the hypothesized positive effect of operational efficiency on patient satisfaction is not supported. Our study findings also show a positive effect of workforce conditions and operational efficiency on financial performance, while we could not find a significant relation between clinical quality and financial performance.
CONCEPTUAL BACKGROUND AND PRIOR RESEARCH

Process orientation in hospitals
Hospitals have traditionally been structured along clinical departments and specialized functional units. Process orientation in contrast aims at a cross-functional, customeroriented paradigm of organizational thinking and working (McCormack, 2001; Skrinjar et al., 2008) . The introduction of process orientation frequently results in both, technological and organizational process innovations. Accordingly, researchers have often investigated the effects of process orientation on organizational performance (Kohlbacher, 2010) .
These studies have shown that process orientation supports cost reductions; improvement of customer satisfaction, quality and productivity; and a decrease in cycle times.
The main approaches to foster process orientation in hospitals are patient-focused care (Hurst, 1996) , clinical pathways (Bragato and Jacobs, 2003) , and the application of quality management approaches like Lean and Six Sigma (Fischman, 2010) but also-from a technological perspective-the implementation of workflow systems and health care analytics (Mettler and Vimarlund, 2009) . A series of three research projects empirically tests the causal relationships of the Malcolm Baldrige National Quality Award (MBNQA), a U.S. award promoting quality awareness (Goldstein and Schweikhart, 2002; Marley et al., 2004; Meyer and Collier, 2001) . As shown by Meyer and Collier (2001) , a significant effect of process management on patient satisfaction was found. The hypothesized effect of process management on organizational performance, however, is not supported. Vera and Kuntz (2007) make use of the data envelopment method to validate their proposition that a process-based hospital organization (defined through the constructs process optimization, clinical pathways, multi-disciplinary teamwork, activity-based costing, profit centers, and performance-based pay) has a positive effect on efficiency. The authors find a significant linear relationship between process-oriented organizational design and hospital efficiency.
All in all, as has likewise been stated by Vera and Kuntz (2007) , empirical quantitative research on process orientation in hospitals is fairly scarce and does thus far not reflect the increased practitioner interest.
Hospital performance measurement
From a management perspective performance is frequently perceived as valued contribution to reach the goals of an organization. Contributions to performance can be made by individuals or groups of employees as well as by external groups. Using this perspective, Spangenberg (1994) defined performance management as a sequence of activities for (i) planning the value creation, (ii) taking action to control value creation, (iii) measurement of value contribution, and finally (iv) rewarding the value contribution.
But what is performance in the context of healthcare? As the goals of healthcare organizations often are not clearly defined and the value of healthcare service delivery is difficult to allocate, performance management literature tends to use the three E's − economy, efficiency, and effectiveness − to define performance for the non-for-profit context (Carter et al., 1995; Flynn, 1997; Rouse, 1999) . Performance therefore has to be perceived as a multidimensional phenomenon, where the financial, respectively value perspective (economy) is only one dimension of the whole. It is also necessary to consider patientrelated aspects (effectiveness) and procedural and knowledge-related aspects (efficiency).
According to this, potential areas where performance in healthcare can be measured are:
• Healthcare financial strength (economy): Revenue optimization, productivity improvement, streamlining claims processing, waste and cost control, activity-based costing.
• Healthcare operations and technology (economy): Quality and technology management and measurement, collaboration opportunities, agility improvement, working capital and asset management.
• Healthcare people development (efficiency): Provider experience measurement, provider loyalty and the voice of the provider analysis, learning and growth measures, innovation, knowledge, culture and intangible value analytics.
• Patient service and satisfaction (effectiveness): Including patient experience, engagement, delight, loyalty and relationship measurement, as well as the most important of all -measuring and tracking the voice of the patient.
• Healthcare marketing (effectiveness): Measuring and developing the growing importance of healthcare branding, reputation and trust management, patient/customer segmentation, patient profitability and patient lifetime value.
Performance management in hospitals is not only aiming at the systematic generation and control of the organization's economic value but also at the optimization of the efficiency and effectiveness of service delivery. Therefore performance management, like other management approaches, only can be implemented successfully, if strategic planning is closely linked to operational execution and controlling (Melchert et al., 2004) . This interdependency between strategy and operations is illustrated in Fig. 1 . (Mettler and Rohner, 2009b) The BSC concept inherently makes use of strategic and operational considerations. It is a multidimensional framework for measuring and managing organizational performance on the basis of both financial and non-financial indicators (Kaplan and Norton, 1992) . A plenitude of qualitative (Gumbus et al., 2003; Kershaw and Kershaw, 2001 ) and some quantitative research (Chan and Seaman, 2009; Lovaglio, 2011; Yang and Tung, 2006) on the use of the BSC in the healthcare sector has been carried out. An analysis of the current literature frequently presents process orientation as an antecedent of hospital performance although the causal relationship of the BSC in the hospital sector is quite ambiguous and partly fragmentary. In the subsequent sections we develop a research model and then 7 present evidence from a field study in order to substantiate the currently weak links discussed in the literature.
THEORY AND HYPOTHESES
An influential theoretical framework that has frequently been employed for examining how organizations achieve competitive advantages and realize superior performance is the dynamic capability (DC) theory -filling the BSC's gap of "a reliable theoretical base" (Nørreklit, 2003) .
This study employs the DC theory to conceptualize the effect of process orientation on hospital performance and to overcome the deficiencies associated with the cause-effectlogic of the BSC. The latter is accomplished by structuring the BSC dimensions along two dimensions: (i) the hospital's integral competitiveness and (ii) hospital performance. The resulting research model is shown in Fig. 2 . (Chen et al., 2009; Gemmel et al., 2008; Vera and Kuntz, 2007) , process orientation is defined as the degree to which the staff of a hospital thinks and works truly flow-oriented across all clinical and support functions and is committed to continuous improvement.
According to Yang and Tung (2006) , operational efficiency has been one of the most frequently identified factors for competitive advantage and one of the most often studied factors in the healthcare BSC literature. Efficiency is included in this study as a construct reflecting the degree to which a hospital works both fluently and steadily and is capable of realizing short waiting times and lengths of stay. Besides operational efficiency, Veillard et al. (2005) as well as Wicks et al. (2007) remark that personnel largely determines a hospital's integral competitiveness. For the purpose of this study, the construct regarding workforce conditions is defined as the degree to which a hospital's personnel is competent and shows a high employee satisfaction. While some studies regard quality of care as the ultimate outcome of hospital performance or the end itself (West, 2001) , the study at hand views clinical quality as integral competitiveness that allows hospitals to realize better overall performance. The clinical quality construct reflects the degree to which the hospital adheres to quality standards and keeps complication and re-hospitalization rates low.
The meaning of the term organizational performance or institutional success in the hospital sector has been discussed intensely (Fottler, 1987; McCracken et al., 2001) . Like any other business, hospitals have to think and act economically and be able to both fund themselves and remain financially solvent-especially given the increasingly limited availability of public funding. As discussed by Chan and Seaman (2009) in their empirical study, patient satisfaction may even have a higher meaning for hospital performance evaluation than economic outcomes. In this study both dimensions are employed for assessing hospital performance: The financial performance construct reflects the degree to which a hospital is able to generate revenues to finance future investments, keep process costs low and the overall cost level competitive, whereas the patient satisfaction construct reflects the degree to which a hospital's patients feel adequately treated and informed, value the smooth procedures and do not issue complaints. An overview over the constructs used in this study is provided in Table 1 .
Table 1. Construct definitions
Construct Definition
Process orientation (PO) The PO construct reflects the degree to which the staff of a hospital thinks and works truly flow-oriented across all clinical and support functions and is committed to continuous improvement.
Workforce conditions (W)
The W construct reflects the degree to which a hospital's entire workforce is competent and shows a high employee satisfaction.
Operational efficiency (OE)
The OE construct reflects the degree to which a hospital works both fluently and steadily and is capable of realizing short waiting times and lengths of stay.
Clinical quality (CQ)
The CQ construct reflects the degree to which the hospital adheres to quality standards and keeps complication and re-hospitalization rates low.
Patient satisfaction (PS)
The PS construct reflects the degree to which a hospital's patients feel adequately treated and informed, value the smooth procedures and do not issue complaints.
Financial performance (FP)
The FP construct reflects the degree to which a hospital is able to generate revenues to finance future investments, keep process costs low and the overall cost level competitive
Based on the conceptualization of the relevant constructs, we now deduce hypothesized relationships. A proposition that has consistently been made by various researchers is that process orientation has a strong impact on the efficiency of operations (Gemmel et al., 2008; Sussan and Johnson, 2003) . It was found that "25% of the variation in hospital efficiency is accounted for by the degree of process-based organization" (Vera and Kuntz, 2007) . They conclude that hospital efficiency largely depends on the degree to which the hospital works process-oriented. Following these findings, the first hypothesis of this study reads:
Hypothesis 1a: Process orientation is expected to have a positive effect on operational efficiency.
According to West (2001) there might also exist a link between process orientation and the workforce. As Poelmans et al. (2010) DC theory suggests that an organization needs to excel on "multiple strategically important vectors" in order to achieve superior performance (Ma, 1998) . Building on this
proposition, the research model is designed as a two-layer feed-forward system connecting each competitive advantage construct with each performance construct. The validity of this assumption is further supported by prior research. Analyzing hospitals in Taiwan, Yang and Tung (2006) found that shorter lengths of necessary stay lead to a significantly better operating profit margin. Another study by Chang et al. (2008) observed an increase in patient satisfaction when interdepartmental admission times and overall delays were reduced. These research findings support the expectation that operational efficiency may improve both financial performance and patient satisfaction. Thus, the following hypothesis is suggested:
Hypothesis 3a: Operational efficiency is expected to have a positive effect on financial performance.
Hypothesis 3b: Operational efficiency is expected to have a positive effect on patient satisfaction.
It is expected that the quality and satisfaction of hospital personnel have a positive effect in particular on the satisfaction level of patients and to an unknown extent also on financial performance. The study at hand assumes a positive effect of workforce conditions in both financial performance and patient satisfaction, and proposes: The effects of clinical quality on financial performance and patient satisfaction are two of the most intensively discussed relationships in hospital performance research. A study by Lovaglio (2011) found that clinical quality is a strong predictor of patient satisfaction.
Performing their analysis on specific key performance indicators Yang and Tung (2006) found that a higher return on assets, which in their study represents the financial BSC perspective, was significantly determined by a lower net mortality, which in their study represents the organizational learning and growth perspective. Consistent with a rich body of prior research it is thus hypothesized that clinical quality contributes positively to financial performance patient satisfaction:
Hypothesis 5a: Clinical quality is expected to have a positive effect on financial performance.
Hypothesis 5b: Clinical quality is expected to have a positive effect on patient satisfaction.
Study context
This study mainly reflects the realities of the Swiss healthcare sector, and in particular the situation of Swiss general hospitals. The Swiss hospital landscape is characterized by the existence of both, public organizations owned and subsidized by local and regional authorities, and private-owned organizations which operate under for-profit models.
According to the statistics of the OECD (2013), hospital density is comparatively high with 4.87 beds per 1000 inhabitants as compared to 3.05 in the US or 2.95 in the UK. Since 2012, hospital inpatient services are funded by a case-based remuneration scheme, named Swiss DRG (Diagnosis Related Group). In essence, this means that hospitals are reimbursed by the health insurance companies depending on the patient's diagnosis.
Through this reimbursement, running costs and long-term infrastructure investments have to be financed-regardless of any actual costs of the hospital for delivering the service. Since financial performance and patient satisfaction critically affect the remuneration and longterm viability of a hospital, our study particularly concentrates on these two aspects of performance as opposed to other prior research that rather focused on innovation effectiveness (Piening, 2011) or employee satisfaction (Harmon et al., 2003) . We believe that our study is interesting for other contexts, where there is the same chance that the effects of process orientation could be diverted from improving the patients' satisfaction in favor of a hospital's financial performance.
Survey procedure & data collection
Our data collection strategy involved a quantitative survey and semi-structured pre-and post survey interviews for testing and validating the instrument and findings. We followed a multi-stage sampling procedure for selecting our study participants. We started with a stratified theoretic sampling on organizational level in order to split the population into representative subgroups (or strata) such that each hospital belongs to a single stratum. In
Switzerland, the population of hospitals is comprehensively portrayed in biennial reports from the Swiss Federal Statistical Office (2014). Around 69 percent of the hospitals are public, while the rest of 31 percent are private. We only focused on general hospitals rather than specialized ones (e.g. psychiatric clinics, rehabilitation clinics, nursing homes), which may be operated under quite different financial agreements and conditions compared to general hospitals. In the second stage, we used random sampling for selecting our study participants in order to capture the opinions of a representative population. We sent our 
ANALYSIS & HYPOTHESES TESTING
For the purpose of theory development or the extension of existing structural theory, the partial least square (PLS) approach has become a quasi-standard (Hair et al., 2011) . PLS evaluates measures and its structural model, which is based on factor analyses and regression analyses. It is therefore considered particularly suitable for the objective pursued in this study.
Measurement model
The model proposed in this study consists of four reflective (process orientation, workforce conditions, clinical quality, and patient satisfaction) and two formative measures (operational efficiency and financial performance). Evaluating the reflective measures involves assessing the reliability as well as the convergent and discriminant validity of the scales employed . In order to assess indicator reliability, confirmatory factor analysis was used. A factor loading of 0.7 and more indicates that at least 50 percent of the indicator's variance is explained through the latent variable (Götz et al., 2010) . As seen from Table 2 , all the latent constructs exceed at 0.7, while PO9 was 0.698. Therefore, their significance was high, at P<0.001. Process orientation (5-tiered Likert scale; 1 = "strongly disagree", 5 = "strongly agree" based on (Chen et al., 2009; Vera and Kuntz, 2007; Gemmel et al., 2008) 
PO1
The work in our hospital is processoriented. Statistics for measuring internal consistency of reflective constructs are Cronbach's alpha and composite reliability ρ . A construct is considered internally consistent if its Cronbach's alpha and its ρ both exceed a value of 0.7 (Tenenhaus et al., 2005 ).
Cronbach's alpha and composite reliability values of all constructs surpassed the required thresholds, with the lowest values being 0.756 and 0.859 respectively. Convergent validity examines the ability of a latent variable to explain its indicators' variance (Henseler et al., 2009 ). The average variance extracted (AVE) captures the amount of explained variance relative to the total amount of variance and is considered sufficient if it exceeds a value of 0.5 "meaning that 50 percent or more variance of the indicators should be accounted for" . The lowest AVE value measured in this study was 0.601. Discriminant validity measures if the latent constructs used are in fact conceptually distinct. As suggested by Fornell and Larcker (1981) discriminant validity is provided for when the square root of AVE of each construct exceeds the correlation of this construct with any other of the model's constructs. The highest bipartite correlation (0.724) in this study was found between workforce conditions and patient satisfaction. Considering the lowest square root of AVE being 0.775 for process orientation, the previous criterion is thus also met. A summary of the quality criteria employed is provided in Table 3 . Compared to reflective measures, the direction of causality between a latent construct and its indicators is reversed in formative measures. Consequently, alternative tests are required in order to assess their validity and reliability. The construct validity of the formative measures was assessed by examining the item weightings (Jarvis et al., 2003) . As can be seen from Table 4 , six out of seven items contribute substantially to the formation of the intended construct (P<0.001). Only one item (OP3) is not significant. However, the item is not eliminated as in formative or composite measures "all indicators, as a group, jointly determine the conceptual and empirical meaning of the construct" (Jarvis et al., 2003) .
Eliminating an indicator could thus alter the meaning of the construct. Overall, the results of measurement model assessment exhibited sufficient quality to proceed with testing the proposed structural model. Operational efficiency (5-tiered Likert scale; 1 = "strongly disagree", 5 = "strongly agree") based on (Chow et al., 1998; Griffith et al., 2002) 
OP1
The processes in our hospital are efficient. Financial performance (5-tiered Likert scale; 1 = "strongly disagree", 5 = "strongly agree") based on (Lovaglio, 2011; Meyer and Collier, 2001 
Structural model
This research tested the structural model for examining the explanatory power of the hypothesized relationships between the latent constructs. We opted for PLS in order to overcome problematic model identification issues since it is a powerful method for analyzing complex models using smaller samples with few distributional assumptions (Ringle et al., 2012) . Following Götz et al. (2010) , bootstrapping with 500 samples was performed to assess each path coefficient's significance, which is an adequate nonparametric approach . The goodness of path coefficients (β), the precision of the PLS estimates of our research model, was 62% for the patient satisfaction and 60%
for the financial performance. The variance (R 2 ) of operational efficiency, workforce conditions and clinical quality was 55%, 26% and 56% respectively, which indicates that the given constructs are explained by our model. Path coefficients, significance levels and R 2 values for the proposed structural model are primary evaluation criteria (Hair et al., 2011 ) and shown in Figure 3 . We believe that certainly the personal world-view on the significance of organizational and clinical services regarding the hospital's performance clearly has an impact on the reported findings, which are summarized in the subsequent Table 5 . 
DISCUSSION AND IMPLICATIONS
Our study sought to address the research question of how process orientation influenced the hospitals' integral competiveness and performance. In this section, we elaborate on the significance of our findings in three different areas. First, we discuss how our work extends and is related to existing research. Second, we describe the managerial implications that can be derived from our findings. Third, we indicate the most crucial limitations of this study in order for the reader to make the right interpretation of our results.
Implications for research
Albeit process orientation and business process management were said to be highly effective in explaining varying aspects of hospital performance, there is only sparse evidence available. Prior research, such as an early study by Fottler (1987) exploring the effects of process orientation on clinical quality or more recent studies by Gemmel et al. (2008) and Vera and Kuntz (2007) on the effects of process orientation on hospital efficiency, frequently is restricted to analyzing the impact of process orientation with a view to one particular performance dimension.
We found that process orientation is a significant antecedent for both, an increase of integral competitiveness and performance improvements. Similar to the findings reported by Harmon et al. (2003) , our study supports the claim that process orientation is highly dependent on the hospital workforce in order that financial performance can be attained.
We thus agree with the claim that a much stronger dedication is needed from the hospital workforce when it comes to the collaboration across functional boundaries. Our results are, however, different from the mentioned study, since we do not only presuppose a stronger involvement of employees but also a higher level of competency, technology innovation, and low labor turnover such that process orientation really can unfold its full potential.
In line with Piening (2011), we implicitly assume that organizational together with technological innovation plays an important role in the required enhancement of organizational capabilities and learning. Retaining an open-ended and positive view about how hospital professionals embrace new ways of working, thus contradicting previous research that showed that hospital employees stymie the diffusion of innovation (Bhattacherjee and Hikmet, 2007) , our study provides evidence that innovation in process orientation may actually help hospital professionals to be more efficient and deliver better quality of care, which according to our findings ultimately also decreases their pressure of work and increases their satisfaction at the workplace.
Our study therefore supports the claim that hospitals indeed can "profit from innovation" (Teece, 2006) . We show that benefits from process orientation are multifaceted and accrues different stakeholders, such as hospital workforce, management, and patients. We believe that this is an interesting contribution to existing studies, as we not only reveal the importance of process orientation for efficiency gains, but also for a higher level of clinical quality, personnel and patient satisfaction, and lastly financial performance of the hospital.
In this sense, process orientation is a powerful "way of thinking and acting" in order to achieve multiple organizational goals.
Managerial implications
The results of our study allow us to draw the following managerial implications:
First, our study showed that process orientation affect healthcare service providers and health service beneficiaries together, which are pertinent to quality of care and patient satisfaction. Although many studies give the impression that the introduction of processes is a purely technical matter, we believe that together with the clarification of new roles, clear allocation of tasks, designation of prompt and complete information flows it is also important to provide a rationale to hospital workforce why it eventually makes sense to change well-rehearsed work patterns in favor of more coordinated, cross-functional collaboration or even fully digital processes. In the end, the introduction of process orientation in a hospital represents a major change endeavor, which should not only be well planned in terms of the deployment of technical systems, but also regarding changes in the power structure of the distinct clinical departments and professional roles. We believe that our study provides hospital managers with important managerial implication, which remain unheard: hospitals' process orientation increases quality of care and patient satisfaction. In order to make this happen, hospitals need to invest time and money into novel technologies and transformation management capabilities of people. Although not explicitly reported in this study, this has been a major impulse for many employees of the surveyed hospitals to re-think their daily work routines.
Second, the findings indicate that process orientation induces an enhancement of operational efficiency, which ultimately leads to increased financial performance. Rooted in the logic of the Swiss case-based remuneration scheme, we define simple, yet significant performance indicators for measuring growth and cost efficiency resulting from process orientation. However, in order to fully comprehend the impact of process orientation, more detailed and combined indicators from financial reporting and medical controlling have to be defined and made available (Rohner, 2012) . However, one should not make the mistake to concentrate on monitoring and controlling efficiency gains only. As we outlined earlier, process initiatives also considerably improve quality of care, which should be acknowledged and weighted equally important by hospital management.
Third, in post-survey interviews, many of the respondents expressed concerns related to the perceived phenomenon of "industrializing" the healthcare sector. While they consider it is profitable in the short run, they regard an efficient "factory-like" treatment of patients as counterproductive for the future, because it is likely that unsatisfied patients may choose another hospital for their continued treatment. Since hospital density is high in Switzerland, patients may face little switching costs and quickly turn to another health service provider.
Although this might only apply for the context of this study (i.e. high hospital density, short distances, similar quality of service delivery), we suggest monitoring readmissions closely and analyzing patient complaints systematically in order to proactively detect any possible trade-offs that could emerge.
Limitations of our study and suggestions for future research
As with any empirical study, this work has limitations. When interpreting the findings presented in this study, the reader should take the following limitations into account.
First, the measurement of performance as operationalized in this study completely relies on the personal appraisal of those who completed the survey. While subjective measurement of performance is both valid and common in management research, there is a chance of biased results. Future research may thus also incorporate objective performance measures to further reduce potential bias.
Second, this study purposefully focused on process orientation as the only antecedent of the hospitals' integral competitiveness and organizational performance. But process orientation is not the only competitiveness hospitals may acquire to remain sustainable and/or create a competitive advantage (Janssen and Moors, 2013) . Future research on other antecedents is strongly encouraged.
Third, most of the constructs employed in this study have been developed newly. When developing new scales, one of the most important considerations concerns the relationship between constructs and items. Regarding the constructs operational efficiency and financial performance, we followed recent calls for a formative operationalization (Petter et al., 2007) . The other constructs are operationalized reflectively.
Fourth, though based on a broadly accepted theory, largely supported by existing literature and empirically validated on a data set of 145, the suggested relationships are still no general truth and should be interpreted with care.
Finally, we acknowledge the inherent limitation of a cross-sectional study design, which prevented us from exploring shifts in performance and integral competitiveness over time.
Future research could extend and calibrate our instrument design by including investigating temporal and geographical differences such that evidence is accumulated beyond the contextual limitations of the Swiss healthcare sector.
APPENDIX -Instrument design
The six constructs of interest to this study are process orientation, operational efficiency, workforce conditions, clinical quality, patient satisfaction, and financial performance. The development of the survey instrument was guided by Churchill (1979) well-known and often employed procedure. The process was initiated with a comprehensive literature review encompassing the areas of business process management, performance management and healthcare management in order to establish and specify the domain of each construct. This step yielded in a concise definition for each construct delineating its scope and embedding it in the overall theoretical coherence. In order to both increase the reliability of research results and nurture a cumulative research tradition, it is recommended to use validated scales from preceding studies wherever possible (Boudreau et al., 2001; Kim, 2009) . If the subject under investigation does not have a rich history of prior research, the development of new scales is appropriate (Hair et al., 2006) . The generation of items to represent each of the six constructs started with a broad search for available scales. The analysis of existing literature revealed that in the healthcare context neither process orientation nor the BSC and its different perspectives have so far been subject of intense quantitative research. Nonetheless, wherever available, existing measures were adapted. For measuring process orientation, the survey instrument developed by Chen et al.
(2009) was useful. Its items examine the degree to which an organization conducts its activities through end-to-end processes rather than in separate functional areas (Chen et al., 2009) . As the original construct was developed for the electronics industry their wording was modified to fit the healthcare context of this study. Moreover, the scope was extended through additional items so as to account for a hospital's capabilities in diagnosing the necessity for and implementing process change as suggested by prior research (Gemmel et al., 2008; Vera and Kuntz, 2007) . The BSC-having been recognized as a potent instrument for guiding hospital performance management (Gumbus et al., 2003; Walker and Dunn, 2006; Zelman et al., 2003) -has hitherto mainly been studied through qualitative research. The generation of items measuring the BSC perspectives has thus largely been informed by results from available case study research.
Competency, satisfaction and loyalty are commonly cited indicators for measuring the workforce perspective in the hospital context (Kershaw and Kershaw, 2001; Olden and Smith, 2008; Walker and Dunn, 2006) . Thus, items representing this study's construct regarding workforce conditions examine the level of employee competency and satisfaction as well as the stability of the employment rate. Operational efficiency is represented through items measuring the extent to which a hospital is capable of realizing short waiting times and minimizing the average length of stay (Chow et al., 1998; Griffith et al., 2002) . The importance of assessing clinical quality for measuring hospital performance has been emphasized by prior researchers (Olden and Smith, 2008; Zelman et al., 2003) . Clinical quality in this study measured through items assessing the complication rate (Griffith et al., 2006) , the re-hospitalization rate, negative redundancies (e.g.
redundant examinations) as well as compliance with defined quality standards. For measuring the financial performance of hospitals a huge variety of indicators has been suggested (McCracken et al., 2001; Pink et al., 2001 ). Based on prior research (Griffith et al., 2002; Gumbus et al., 2003; Walker and Dunn, 2006) , items assessing the growth in revenue, process/case costs and the competitiveness of prices properly reflect the financial perspective and were thus chosen for this study. Items or indicators for the measurement of patient satisfaction vary only slightly in extant literature. Following Lovaglio (2011) and Meyer and Collier (2001) patient satisfaction was operationalized with items measuring the number of patient complaints on the one hand and patient satisfaction with the provided level of care and information and the smoothness of operations on the other. In order to test the relationships hypothesized in the research model, each construct was measured on a five-tiered Likert scales anchored between 1 (strongly disagree) and 5 (strongly agree).
